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Abstract
Background:
Type II diabetes continues to be a pervasive issue among African American adults. Significant
challenges in effective management have resulted in poor health outcomes that have
disproportionately threatened the quality of life among this group and increased the risk of mortality.
Diabetes Self-Management Education (DSME) has demonstrated success in improved patient
management and its capacity to mitigate risks for complications. Although researchers and health
institutions generally accept DSME as an effective tool for managing diabetes, limited studies exist
on its efficacy for African Americans.
Purpose:
This study aimed to examine the effects of DSME intervention on diabetes management among adult
African American patients. Aims included improving HbA1 control, improving self-management
through patient education, and decreasing modifiable risk factors of cardiovascular disease by
improving blood pressure control, lowering lipid levels, and accomplishing weight reduction.
Methods:
Guided by the Iowa Model, this project was conducted using a pre/post-intervention design over the
course of three months. DSME was offered during practice appointments to adult African American
patients in primary care. Thirty-Four participants were included in this study. Outcomes of interest
included Hemoglobin A1c (HbA1c), Low-density Lipoprotein (LDL), weight, Blood Pressure (BP),
patient knowledge, and patient management confidence. A paired t test was conducted for
continuous variables, and a chi square test was for categorical variables.

Results:

DSME EFFICACY AMONG AFRICAN AMERICAN ADULTS

6

Significant improvement was observed in SKILLD assessment results (16.9% increase, p<0.001).
Mixed results were discovered for Hba1c improvement; 64.7 % of participants met HbA1c <8 post
DSME intervention compared to 47% pre-intervention, however, HbAlc did not meet statistical
significance in aggregate (p=0.142). Improvement in LDL control was observed (+23.9%, p=0.049).
Results, however, did not meet the goal of 60% of participants with controlled LDL. No significant
reductions were observed with BMI (-0.2, p=0.273) and blood pressure (SBP -3.8, p=0.11; DBP 1.6, p=0.18)
Conclusions:
DSME intervention is beneficial in improving patient knowledge, glycemic control, and cholesterol.
DSME may not be sufficient in improving weight and blood pressure control; however, further
studies may demonstrate higher efficacy amongst these variables. DSME may be an effective tool in
decreasing specific risk factors for diabetic complications among African Americans. Further studies
will need to be completed to conclude the long-term efficacy of DSME.

The Effects of Diabetes Self-Management Education among African Americans
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Introduction
The focus of this DNP project is to determine the effectiveness of a quality initiative (QI)
intervention among African American adults with type II diabetes through the evaluation of key
clinical outcomes. The setting of the intervention took place at a moderate size private family
practice located in Glenn Dale, Maryland which serves a significant population of African
Americans (AA) with type II diabetes. The intervention was the incorporation of the Diabetes SelfManagement Education (DSME) in individual patient encounters. The DSME has been defined by
the American Diabetes Association (ADA) as the process of facilitating knowledge of diabetes
management to patients, within the out-patient arena (American Diabetes Association, 2017),
(Powers et al., 2015). Information allocated is patient-based and empowers those with type II
diabetes with strategies and tools to manage their chronic condition effectively and sustainably.
DSME has shown to be an effective tool for managing diabetes and is supported by the ADA
(Powers et al., 2015). In addition to the control and reduction of HbA1c levels, studies have shown
that DSME resulted in improved mental health, a decrease in hospitalizations, reduction of
complications, and improvement in the quality of life (American Diabetes Association, 2017).
Success of this program can reduce health care expenditure and falls in alignment with three of the
six domains of health care quality developed by the Institute of Medicine (IOM) which includes:
effectiveness, patient-centered care, and equitability (American Diabetes Association, 2013, Institute
of Medicine, 2015).
Implementation of this intervention was conducted in an outpatient private practice in which
the NP provider adjusted normative practices to reflect DSME strategies. The project was guided by
the PICOT practice question to determine its effectiveness. Prior to implementation, a Needs
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Assessment/SWOT analysis was conducted to support the relevance and need for change within the
practice.
Background and Significance
Type II diabetes in the United States is a growing issue among adults resulting in significant
ramifications in quality of life and risk for complications (American Diabetes Association, 2017). In
2015, over nine percent of the population had diabetes with 95% percent of those individuals
identified as having type II diabetes (Centers for Disease Control and Prevention, 2017). The
implications of uncontrolled type II diabetes are significant due to its correlation with cardiovascular
incidents and secondary complications (American Diabetes Association, 2017). Health care
spending allocated towards this condition has resulted in millions of dollars spent largely due to
complications of uncontrolled diabetes adding to the economic burden of the U.S. (Chow et al.,
2012).
Recognizing the significant challenges and multivariable factors contributing to poor HbA1c
control among AA, tackling modifiable behaviors through empowering diabetes management
knowledge can minimize complications and improve Hemoglobin A1c (HbA1c) control (Lynch et
al., 2019). DSME is an evidence-based tool that educates patients with type II diabetes on how to
effectively and independently manage their disease in a sustainable method (Duncan et al., 2009).
The DSME tool has demonstrated success in HbA1c reduction among patients with type II diabetes
and is supported as an integral factor in diabetes management (Hass et al., 2012).
Extensive evidence conducted to explore the relationship between DSME and the reduction
of HbA1c suggests a strong efficacy of the intervention (Hass et al., 2012). Although significant
exploration of DSME on AA is limited compared to its effects on the general adult population, a
recent systemic review of the literature conducted by a George Washington University doctoral
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student discovered that the DSME has moderate strength in decreasing HbA1c among AA adults.
Five high quality quasi-experimental and randomized control studies were examined and discovered
to have moderate strength for this evidence. Four of the five studies displayed a reduction in HbA1c.
The systematic review identified other essential areas of improvement reported by researchers such
as a reduction in weight and improved patient comprehension of disease management suggesting
positive clinical benefits and relevance in practice (Anderson et al., 2005, Peña-Purcell, N. C., Jiang,
L., Ory, M. G., & Hollingsworth, R., 2015. Gathu, C. Shabani, J. Kunyiha, N., 2018).
Given the positive results and the promising potential of DSME to improve outcomes for AA
adults with type II diabetes, this intervention was applied to the private practice. The intention of this
study was to successfully incorporate the intervention and yield positive benefits for patients through
improved HbAlc control, minimize cardiovascular risk factors, increase comprehension of their
condition, encourage patient participation, and ultimately improve health outcomes (American
Association of Diabetes Educators, 2014). Internal stakeholders such as health care practitioners
stood to benefit from this intervention through improved percentage of glycemic control among AA
with type II diabetes, increased reimbursement for improved quality health metrics, decreased
hospitalizations, and improved reported patient satisfaction (Centers for Disease Control and
Prevention, 2017).
Needs Assessment
The study site is a moderate sized private family medicine practice that treats primarily AA
adults. This practice is a microsystem that operates independently of other health care systems
thereby allowing the practice to operate autonomously. The practice is comprised of multiprofessional staff -members which include: The founding physician, two nurse practitioners (NPs), 3
medical assistants (MAs), one lead medical assistant (LMA), one phlebotomist, one patient

DSME EFFICACY AMONG AFRICAN AMERICAN ADULTS

10

coordinator (PC), and one office manager. Given the modest number of staff members and electronic
documentation methods, information was collected through one-on-one interviews, their online
website, and evaluation of their electronic records.
The family medicine practice has operated since the early 2000s and has since generated a
significant patient size of over 2,700 patients. In 2018, the practice was able to generate a surplus of
revenue with the majority of reimbursement stemming from private and public insurers. Given the
significance of adequate control for chronic conditions such as hypertension and diabetes, the Meritbased Incentive Payment System (MIPS) and electronic health maintenance was reviewed. The
MIPS is a system for value-based reimbursement under the Quality Payment Program (QPP)
(American Academy of Family Physicians, 2019). The goal of the system is to promote ongoing
improvement and innovation in clinical activities. The MIPS can be broken down into four main
areas: Quality, Promoting Interoperability, Improvement Activities, and Cost. After evaluating the
health maintenance and the MIPS quality section, it was determined that 43% of AA adult patients
with type II diabetes were uncontrolled. After review of the quality metrics, it became clear that
there was a present need for improvement. A SWOT analysis was completed with consideration of
the proposed DNP project initiative (See Table 1-2 in Appendices A).
At the family practice, staff members have undoubtedly displayed a commitment to
engagement and improvement of the practice. Despite the staff’s and physician’s willingness and
eagerness to improve, potential barriers of success reside in the minimal number of staff available to
implement change. Consideration was given to this when developing change committees and
methods for introducing the DSME to patients. This obstacle was overcome by appropriate planning
and clear designation of tasks.
Problem Statement
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Among AA, type II diabetes continues to be a pervasive condition with significant
complications and mortality (Strawbridge et al., 2017). Recent studies indicate that 18% of adult AA
age 20 or older have been diagnosed with diabetes (Chow et al., 2012). AA are 60% more likely
than non-Hispanic whites to be diagnosed with diabetes and less likely to achieve glycemic control
(U.S. Department of Health and Human Services, 2016). Underlying socioeconomic status, lack of
healthcare accessibility, and education preparedness have contributed to the widening gap of poor
outcomes observed between non-Hispanic whites and AA (Golden et al., 2012).
In addition to this unequal prevalence and control rates among racial groups in the U.S., the
outcomes of this disease have demonstrated severer consequences for AA (U.S. Department of
Health and Human Services, 2016). Recent studies have revealed that AA are more likely to
develop end-stage renal disease compared to non-Hispanic whites with males being twice as likely
of developing the disease (Camethon et al., 2012). AA are 1.5 times more likely to be hospitalized
than non-Hispanic whites due to uncontrolled diabetes (U.S. Department of Health and Human
Services, 2016). Moreover, the mortality rate for AA with type II diabetes is greater than any other
racial group in the United States (Camethon et al., 2012). In Prince George County, MD, the
mortality rate for AA compared to non-Hispanic whites are 32 v 19 per 100,000 (Centers for Disease
Control Prevention, 2018).

Population Health Discussion: Family Medicine Private Practice
Patients at the private family practice primarily reside in Glenn Dale, MD and surrounding
cities such as Lanham. Both cities are in Prince George County with 64% of residents identifying as
AA (U.S. Census, 2017). Ninety-seven percent of patients treated at the practice are AA. The median
income of residents in Glenn Dale, MD was $115,525 in 2017. (U.S. Census, 2017). Although
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Lanham is a less affluent city than Glenn Dale, their reported median income was $85,801 in 2017
with surrounding cities to Glenn Dale reporting similar income (U.S. Census, 2017). In addition,
45.9% of residents in Glenn Dale have received a college degree or higher (US Census, 2018).
Within the practice, only 17% of patients receive Medicaid benefits compared to 56% with private
insurance.
Although patients served at this practice do not fall within the traditional financial
characteristics of low socioeconomic status, cultural practices and poor relationship to the health
care system with a history of unjust racial bias are unifying experiences (Hill, Nielsen & Fox, 2013).
Within these social determinants, established relationships to unhealthy foods as a consequence of
learned behaviors passed down by generation increase their susceptibility to chronic conditions
(Satia, 2009). In comparison to the state of Maryland, occupants in Prince George county, a
majority AA populated county embodying Glenn Dale, have a greater percentage of obesity 31% vs
37% respectively (County Health Rankings, 2020).
The overwhelming evidence and statistical findings of health risks and social practices offer
insight to the disproportionate risks and poor outcomes of type II diabetes among AA including
patients at the family practice. This health disparity stresses the immediate necessity to improve type
II diabetes management strategies in order to minimize mortality related to this disease among AA.
Although AA susceptibility to chronic conditions and poor outcomes are a complex issue, addressing
modifiable behaviors and self-management skills may offer meaningful solutions.
Diabetes Self-Management Education (DSME)
The DSME is a patient-centered education practice developed to educate patients with type II
diabetes on the appropriate management of their glycemic control through lifestyle changes, diet
education, medication adherence, and understanding of the potential complications of uncontrolled
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diabetes (American Diabetes Association, 2017). The DSME tool, supported by the ADA has
exhibited the capability to render positive outcomes and appropriate control among diabetics
(American Diabetes Association, 2017). Through the active participation of patients, it has
demonstrated favorable HbAlc outcomes and has been accepted by experts and clinicians as an
appropriate method to achieve A1c control (Peña-Purcell et al., 2015). Further, the ADA identifies
DSME as an integral component for diabetes management and is purported as a useful and beneficial
tool in fostering patient involvement in care (American Diabetes Association, 2017).
In addition to improving HbA1c levels, DSME has improved mental health, decreased
hospitalizations, reduced complications of diabetes, and improved quality of life (Peña-Purcell et al.
2015). Other chronic comorbidities such as hyperlipidemia and hypertension are common among
patients with type II diabetes (American Diabetes Association, 2017). These metabolic disorders are
more prevalent among AA with type II diabetes (U.S. Department of Health and Human Services,
2016). Given the cardiovascular and microvascular ramifications of hyperlipidemia and hypertension
among patients with type II diabetes, it’s imperative to achieve adequate control of blood pressure
and cholesterol (Williams et al., 2014). DSME has demonstrated efficacy in LDL and blood
pressure reduction through self-management behavioral changes thereby mitigating the susceptibility
of cardiovascular incidents and complications (American Diabetes Association, 2017).
Among patients treated at the family practice, approximately 34% are AA adults with type II
diabetes. Despite the clinical intervention of the practice which includes traditional diabetes
education and six month HbA1c lab tests, only 54% have obtained adequate blood sugar control as
defined by the ADA which is less than 7 or less than 8 for patients 65 years and older (2017).Given
the abundance of research, systematic reviews, and support from reliable medical bodies such as the
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ADA, there is evidence to support the DSME as an effective tool to lower HbA1c among AA with
diabetes in this practice.
Purpose Statement
The purpose of this quality initiative project was to implement the DSME to AA adults with
type II diabetes within the family practice to improve glycemic control. The following clinical
question was addressed: In AA adults with type II diabetes, what is the effect of DSME versus usual
education on hemoglobin A1C levels and other clinical outcomes after 3 months following
educational offerings?
Aims
•

To improve glycemic control among AA adults with type II diabetes at the family practice
through a mean reduction of 0.7 HbA1c by the conclusion of the 3-month intervention
(primary outcome).

•

Improve patients’ knowledge of blood sugar management at the family practice 3-months
post-intervention (secondary outcome).

•

Decrease modifiable risk factors for cardiovascular disease among participants by improving
blood pressure control, lowering lipid levels, and accomplishing weight reduction within 3
months (secondary outcomes).

Objectives
1. Improved self-management confidence as measured by SKILLD survey by achieving an 80%
minimum average 3-months post intervention.
2. Achieve a 10% increase in the percent of patients who have a hbA1c< 8 among participants
3-months post intervention.
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3. Achieve an SBP <140 and DBP<90 in 80 % of participants 3-months post intervention.
4. Achieve LDL readings less than 100 among 60% of participants 3-months post-intervention.
5. Achieve 1 or more BMI reduction among participants 3-months post intervention.

Literature Review
AA are disproportionately diagnosed with type II diabetes compared to non-Hispanic whites
(U.S. Department of Health and Human Services, 2016). Consequently, this unleveled prevalence
of type II diabetes has led to severe ramifications observed among this population. The causative
variables for these statistics are multifactorial entailing cultural practices, prevalent socio-economic
challenges, and level of healthcare knowledge. Although a complex and challenging issue to
address among this population, implementation of self-management strategies is an objectively
acceptable approach to achieve optimal control.
Several studies which include a systematic review discus the success of DSME as an
empirically effective method for managing type II diabetes (American Diabetes Association, 2017).
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Despite this bold clinical practice position supported by the ADA, a minimal body of evidence
exists to provide insight into its efficacy among AA (Cunningham et al., 2018). Limited studies
include the first systematic review and meta-analysis published in 2018 which centered fairly
homogeneously on the clinical outcomes of AA with type II diabetes and DSME (Cunningham et
al. 2018). Although this review contributed to clinical knowledge of DSME efficacy among this
population, recommendations of this systematic review called for additional experimental studies
geared specifically towards AA.
Hemoglobin Alc (HbA1c) is broadly understood as the benchmark for determining
glycemic control among people with type II diabetes (American Diabetes Association, 2017). The
ADA has determined DSME/DSMES as an effective method for decreasing HbA1c which has the
potential to decrease readings by at least 0.6 (2017). This clinical approach is recognized by the
Centers for Medicaid and Medicare and is emphasized in reimbursement opportunities
(Strawbridge et al., 2017).
The American Heart Association (AHA) and the American Association for Retired Persons
(AARP) discuss the significance of patient self-management strategies among African Americans
(American Heart Association, 2017), (American Association for Retired Persons, 2020). Further,
given the multifaceted causes for uncontrolled HbA1c among AA with type II diabetes, both
entities support changed behaviors as one of the most significant variables in achieving control.
We performed a review of the literature to evaluate the evidence regarding the effectiveness
of DSME in AA. Two databases, Scopus and Ovid Medline were searched. The inclusion criteria
were randomized control trails and quasi experimental studies which included adults greater than
18 years old with type II diabetes. We used the Johns Hopkins tool to appraise the evidence.
A total of eight experimental studies (Abbott, Slate & Graven, 2019; Anderson et al., 2005;
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Gaillard, 2015; Gathu, C. Shabani, J. Kunyiha, N., 2018; Lynch et al., 2019; Paz-Pacheco et al.,
2017; Pena-Purcell, 2015; Williams et al., 2014) were selected for this evidence-based table
(Appendix D). All eight studies were quasi-experimental or randomized control studies. Seven of
the eight studies were focused on the AA population with one focusing on a Philippine village
(Paz-Pacheco et al., 2017).
Several studies that have researched the impact of DSME on patients with diabetes discuss
the critical aspect of HbA1c as well as other laboratory and clinical findings which include: lipids,
weight, blood pressure, and waist circumference (American Diabetes Association, 2017). All eight
research studies identify one or all variables as gauges for outcome achievement. Recognition of
the significance of these outcomes is also stressed by the ADA when discussing the benefits of
DSME (American Diabetes Association, 2017). Due to this consistency in studies, these variables
are identified in the project as primary and secondary outcomes. All eight studies displayed
variations of improvements, however, nearly all studies produced a positive clinical outcome as
well as a reduction in HbA1c.
HbAlc Control
Seven of the eight studies showed modest to moderate improvement of HbAlc with the
implementation of a DSME protocol while one displayed no significant clinical improvement
(Gunthru, 2018). Of the seven studies displaying improvement in HbAlc, one study’s intervention
was brief and not sustainable (Anderson et al., 2005).
Lipids
Paz-Pacheco et al. (2017) resulted in significant decreases in total cholesterol (-36.47
versus -7.88, P=0.0002) 6-months post intervention, however, the study did not realize
improvements in weight and waist measurements. Rather than improvement realization postintervention in the Paz-Pacheco et al. study, the intervention group among women observed a
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higher median waist circumference compared to the control (0.93 vs 0.88, respectively). Anderson
et al. (2005) also realized decrease in total cholesterol among the intervention group 6-weeks post
intervention (mean 203 to 189 P<0.001). Gaillard which realized significant glucose and HbA1c
improvements did not demonstrate meaningful changes in Lipids and weight (Gaillard, 2015).
Williams et al. 2014 also did not demonstrated improvement in total cholesterol or LDL, rather, the
median value increased (166.52 vs 168.61, p=0.41) and (99.24 vs 103.48, p=0.17) respectively.
Weight
Among all eight studies, four identified weight as an outcome of interest, and only two
reported beneficial outcomes although sustainability was inconsistent after the research period.
Williams et al. (2014) observed a significant decrease in weight during the first 3 months of the
interventions (Δ = 9.2%, P <0.0001) as did Anderson et al., 2005). For William et al., 2014,
weight reduction was observed between the 3-12-month period but overall weight reduction was
unfavorable.
Blood Pressure
No studies resulted in significant blood pressure reduction but nearly all studies referenced
changed behavior which had the potential to improve blood pressure.
Knowledge
All studies identified improved patient comprehension of self-management and confidence.
Abbott, Slate & Graven (2019) study resulted in improved patient comprehension of diabetes selfmanagement (p <0.001) in pre-and post-intervention surveys. Pena-Purcell (2017) also noted
improvement in patient understanding of diabetes management post-intervention.
Cultural Implications
Five of the eight studies utilized culturally tailored DSME interventions for African
Americans. These five studies exhibited favorable outcomes in HbAlc control and diabetes
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knowledge. The significance which presents opportunities for consideration of the impact of
culturally tailored education programs. Although cultural influence was not fully included in the
project, it is worth noting this unique tailoring of the DSME program.
Non-research evidence
Two non-research articles regarding the effects of DSME on AA were reviewed (American
Diabetes Association, 2007; American Heart Association, 2015, Tamara, 2020). The evidence
appraisal is included in Appendix E. These non-research articles are high quality articles and
support the use of DSME and/or self-management strategies in order to achieve successful control
of type II diabetes.
Limitations
Restrictions existed in all research studies selected which ranged from insufficient control
groups, attrition rates, participation bias, and unequal gender participation (women with a higher
tendency of participation. Despite these factors, the summation of these research articles provides a
compelling argument to further explore the effects of DSME among this population.
Conclusion
The evidence provides strong support for DSME incorporation on patient knowledge and
HbA1c. The evidence regarding other outcomes is mixed.
Evidence-Based Practice Model
The Iowa Model of Evidence-Base Practice to Promote Quality Care also known as the Iowa
Model is used to guide the process of this project. The Iowa Model is a commonly utilized framework
for implementing Evidence-Based Practice (EBP) changes in healthcare settings (Buckwalter et al.,
2017). It has undergone several reviews and recent user-based revision in 2017 which has resulted in
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successful strategies in adopting EBP into health care organizations (Iowa Model Collaborative,
2017). We select this model due to its structured stepwise guide and ease of applicability.
In accordance with the first step outlined in Iowa Based Model, we selected a topic and
developed a clinical question based on the needs of the practice and potential implications. Diabetes
management is determined to be a clinical priority for the private practice. In the second step, we
performed a limited systematic review and appraised the evidence. Formation of a multidisciplinary
team was established with the focus of their role including intervention discussion, integration, and
dissemination. The team comprised of health care stakeholders within the family practice who directly
care for patients or manage patient data including quality metrics. Opportunities for discussion and
shared ideas transpired during the predetermined meetings on an ongoing basis during the period of
the intervention.
Methodology for DSME Intervention
Design
The intervention was a quality improvement project with a pre/post design. This nurse
practitioner (NP)-led project focused on improving type II diabetes management in AA through
individual DSME tailored encounters.
Study population
The study population is black or AA with type II diabetes. For the purpose of this project, the
racial ethnicity of the population was identified as AA. A convenient sample was recruited from
patients seeking care at the family practice. The inclusionary criteria included 1) Participants needed
to be 18 years or older and identified as black or AA who received care at the family practice, 2)
participants needed to have a diagnosis of type II diabetes, and 3) Participants needed to be capable
of understanding English. Exclusionary criteria included participants who had type I diabetes,
gestational diabetes, and patients who had severe physical or mental conditions. Participants newly
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diagnosed with type II diabetes (less than 6 months) were excluded due to newly introduced
medications which could act as a will likely lead to HbA1c reduction thereby acting as a
confounding factor.
Sample Size
For this pre/post, same subject design, a 34-participant sample size was deduced utilizing a
power analysis of 80% with a p-value of 0.05, and effect size of 0.5 (Polit, 2010). Per the ADA, a
clinically significant HbA1c outcome reduction is recognized as 0.6 (American Diabetes
Association, 2018). For this study, the aim was to realize a minimum mean reduction of 0.7 HbA1c
to strengthen the relevance of the intervention (Gathu, Shabani, & Kunyiha, 2018). To satisfy the
power requirement, we aimed to recruit 40 participants to compensate for potential dropout. At the
conclusion of the study, we were able to recruit and maintain 34 participants.
Setting
This Quality Improvement (QI) project was implemented in a private family practice located
in Glenn Dale, MD. The practice patient population is comprised of 97.7% AA. Among patients
treated in the practice, 34% are AA adults with type II diabetes. Participants were selected from this
pool. Individual encounters took place at the office and via phone/telehealth. Sequential follow up
also occurred at the practice or phone/telehealth. The project was initiated October 2020 and
occurred over a 5-month period with the intervention lasting two months from October to
November.
Patient Recruitment
In the routine care of patients within the family practice, patients’ charts are typically
reviewed for visit preparation and to ensure quality care. During the standard review, patients who
were identified to have diabetes and met the criteria for the study were invited to participate in the
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study. The NP, who is a health provider in the practice, performed these duties as a part of their role
in the practice. Invitation to the study also occurred as patients presented to the practice to receive
follow up care for their diabetes management.
The NP used an inclusionary list drafted on a word document to ensure that candidates met
the criteria. Criteria reflected the inclusionary and exclusionary requirements discussed in the study
population section.
Consent Procedure
IRB approved consents were collected before patient involvement in the study. The purpose
of the project and consent were verbalized at the time of administration to ensure transparency and
understanding. The purpose of the consent and project was also stated on the consent in addition to
patient confidentiality and their right to remove themselves from the project. Once the interest is
expressed for participation, patients received consents in person or electronically via email. Consents
were signed and dated before data collection or intervention took place. The consent was written in
lay terms to ensure clarity of participation agreement. Further, for participants who required
assistance or clarity in its purpose were given the opportunity to receive support. Consents were kept
as hard copies for office records in a secure location.
Risks and Harms
Relative risks for this implementation were minimal. The aim of this project was to improve
self- management skills through educational interventions. Education falls within the scope of
family providers as an expected component of care to be delivered (American Diabetes Association,
2018). The DSME project fitted into this mold given the purpose and methods for quality
improvement. No experimental medication or trials were attempted on this group or interventions
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significantly outside the realms of standard care. Medication therapy management and access to care
were available and patients received equitable care regardless of their participation.
Intervention
The project intervention consisted of DSME centered sessions. The Intervention upheld the 7
pillar standards as guided by the AADE7 Self-Care Behaviors framework for patient-centered
diabetes self-management educators by the American Association of Diabetes Educators (AADE)
(American Association of Diabetes Educators, 2014).
DSME was offered through 45-minute individual diabetes appointments. Appointments
occurred via phone, telehealth, and in-person visits. The CDC and the American Association of
Diabetes Educators (AADE) support these routes for delivering DSME (Centers for Disease Control
and Prevention, 2018). The visit focused on the 7-self-management strategies of AADE. A
discussion of each point transpired. A self-management form was given to the patient in the office
or email dependent on the platform in which DSME is rendered. During the visit, both the
practitioner and the patient worked together to set goals and expectations. Follow-up appointment
were set at the end of the encounter. The context of the visit centered on the 7 self-health
management behaviors (Appendix C).
At the conclusion of the DSME intervention, participants were scheduled for 3-month follow
up appointments which occurred via phone, telehealth video, and in-person encounters. A Spoken
Knowledge in Low-Literacy Patients with Diabetes (SKILLD) assessment was issued for
reevaluation as well as lab testing and vital signs. For encounters completed remotely, lab slips were
emailed and at home measurements were accepted. To ensure the accuracy of home tools, devices
were screened based on manufacturer and age. Patients were coached on appropriate methods for
measurements. For patients who had devices determined to be inadequate, opportunities to come
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into the office for measurement within 7 days of the follow up were made. Between the time of the
intervention and the 3-month follow up, patients were encouraged to reach out to the office for
additional support or if they have questions. This supports the standards of care by the ADA
(American Diabetes Association, 2011). Through NEXTGEN, practitioners can access messages
left by patients in the communication tabs and directly address questions or concerns. In addition to
this resource, patients were reminded of patient support available which provides options for
communication through calls/messages off-site 24/7 with a 24-hour response turnaround. Patients
were also able to call in directly to the office.
Tools/Instruments
Tools utilized for the data measurement included a knowledge instrument known as Spoken
Knowledge in Low-Literacy Patients with Diabetes (SKILLD) assessment scale. The SKILLD
assessment is a 10-point scale used for measuring diabetes understanding among patients with type
II diabetes (Rothman et al., 2005). The SKILLD scale has been recognized as an effective screening
tool and endured clinical testing to validate it’s use. The scale allows for free response to each
question with acceptable criteria. Questions focus on diabetes knowledge and management
questions such as appropriate interventions for hypoglycemia and how frequently foot examinations
should occur. The scale is applicable to those with a minimum 5th-grade reading level, however,
medical assistants and the provider were available for assistance if needed. In addition to the 10
clinical questions, 2 questions were added to assess for self-efficacy improvement and confidence.
Questions included: "Are you comfortable with managing your diabetes? Do you think you're able
to lower your blood sugar?" Questions are influenced by the Diabetes Self Efficacy Assessment
which is widely accepted as a reliable scale for determining patient efficacy in managing diabetes
(Ritter, Lorig & Laurent, 2016). The original questions from the scale present questions that focus
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on the patients' ability to manage diabetes through critical behavioral changes such as diet and blood
sugar checks. The assessment was administered prior to the intervention and 3-months postintervention. For clinical laboratory measurement, venipuncture serum was conducted by a trained
Quest Lab phlebotomist contracted by the family practice (Quest Diagnostics, 2020). Labs collected
from external licensed laboratory facilities such as LabCorp were permitted. Standard manual blood
pressure cuff was utilized to obtain blood pressure readings in office. Electronic BP cuffs were
accepted. Cuff sizes were selected based on the appropriate size of each participant and measured
using universal clinical techniques (Munter et al., 2019).
In addition to the outcome variables, demographic and clinical variables were also collected
using a questionnaire developed by the student investigator. Characteristics included age, gender,
insurance coverage, age at diabetes diagnosis, and current medications for diabetes treatment. The
study variables and measurement levels are presented in Appendix H.
Collection of data
Data for the study were collected from a laboratory test, clinical measurements, and surveys,
both before and 3 months post the intervention. Lab results included HbA1c (primary lab
measurement and outcome of interest), weight, blood pressure, and LDL levels. Participant
knowledge of diabetes were represented through the survey as a score ranging from 1-10. The data
were extrapolated by the NP from the EHR. Survey data were collected and placed into a
spreadsheet. This process was overseen and interpreted by the Lead Investigator (NP/DNP student).
Data analysis
Microsoft Excel Spreadsheet was used to analyze the data. Descriptive statistics was
performed to examine the characteristics of the participants and the distribution of variables. Data
was analyzed through a paired t-test for HBA1C, diabetes knowledge, BMI, lipids, and blood
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pressure. Chai Square test was used for dichotomous variables which included the number of
patients with controlled BP, the number of patients with an LDL less than 100, and the number of
patients who achieved A1C<8. For all analyses, alpha was set to 0.05. Patient HbA1c, SBP, DBP,
BMI, and LDL was measured approximately 3-months post intervention and compared to the
patients’ baseline. The SKILLD assessment and two specific self-management confidence questions
was rendered prior to the intervention (baseline) and 1-3-months post intervention. Measurements
was then compared.
Dissemination
The findings of the study will be disseminated by the Lead Investigator (NP/DNP student) to
the George Washington University School of Nursing DNP Team as a partial requirement of the
DNP program completion. The DNP student will also share findings at the George Washington
University Research Symposium, spring 2021. Information was also shared with the office staff at
the following office meeting post project completion. The findings of the project have impacted the
management strategy of AA with type II diabetes by incorporating more educational opportunities
into patient visits.
Cost and Compensation
Individual DSME sessions occurred during the patient diabetes appointments and, therefore,
was reimbursed through insurance requiring no additional spending. Consideration of anticipated
daily revenue will be discussed as patients will require more time. To compensate for the additional
time needed for patients, the NP’s daily schedule was limited to 3 DSME patients per day. Video
and telephonic visits also afforded opportunities to complete necessary visits and follow ups. Due to
the pay for value model exercised by major insurance companies including Care First and Medicare,
it is expected that improvement in outcome measurements will bring additional revenue to the
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practice (Cauchi & Garcia, 2018). No additional spending transpired as the intervention occurred
during typical patient visits and follow-ups.
Ethics
The DSME project required the participation of eligible persons and data extraction. To
maintain the privacy of the patient, no data was directly linked to participants outside of the care team.
Patients were identified numerically for academic purposes and the purpose of data analysis. Patients
were given consent to review and sign discussing this process. Participants were given the opportunity
to refrain from the project at any time without consequence and ensured that they would receive the
same level of care. Patients were given the opportunity to ask questions for clarity prior to signing
consent. Prior to the intervention, permission was granted by the George Washington University IRB
board September 30th 2020.
Resources Required
The DSME project implementation occurred though individualized encounters. For one-onone DSME sessions, traditional resources for patient appointments were used which included: the
practice site and clinical tools, phone, NEXTGEN tele-visit capabilities, email and patient portal. No
financial expenditure occurred.
Evaluation
Evaluation of the EBP initiative was conducted on an ongoing monthly interval until the
conclusion of the study. The number of eligible patients identified, the number of patients approached,
and the number of patients who participated was documented. The success of the project was based
on achieving the outcome goals as outlined in the objectives. Thirty-four participants were identified
and reported in this study. A DSME form was created to assist in gathering information and to facilitate
the visit. Each form was numbered randomly. Data was then placed into the spreadsheet. After initial
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data entry, the spreadsheet was reviewed again against the forms for accuracy. This process occurred
at least twice for each entry. A final review was completed at the end of data collection. A random
sample of 10% of participants was rechecked to assess concurrency of data in the clinical record. The
software used to store data was an excel spreadsheet provided by Microsoft. Raw data was placed
into the Excel spreadsheet per participant. Mean data of all participants were calculated per column
(i.e. HbA1c, LDL, etc.). Each outcome of interest was taken at baseline and taken again post
intervention. Survey questions was taken1-3 months post intervention. Remaining outcomes was
taken approximately 3-months post intervention. Dates of measurement were also represented in the
spreadsheet. For data analysis, Chi Square test was calculated in the spreadsheet for categorical data,
and paired t-test was calculated for mean comparison.
Results
Study participants were AA adults 18 years and older who receive care at the family practice.
Majority of participants were women 23(68%) with a mean age of (51%). Majority of patients used
private insurance, 20(59%). Medicare was the second highest medical insurance used 8.16(24%)
followed by Medicaid 7(20.5%).

A modest number of patients used Insulin only for T2DM

management 2(17.4%) compared to patients who used oral medications only 25(73.5%). A small
percentage of patients used both oral and insulin 7(20.5%). Most participants have had a diagnosis of
T2DM for at least 5 years or greater 22(64.7%). Among the participants, relative glycemic control was
roughly evenly distributed with more participants having an HbA1c greater than or equal to 8
(18(53%) vs 16(47 %)) (Appendix H).
For the evaluation of self-management confidence, as measurement of the SKILLD survey
results from participants were completed prior to intervention and 1-3 months’ post intervention. The
goal was to achieve an 80% minimum average on the survey post intervention. The cumulative mean
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average was completed pre- and post-intervention. Pre-intervention average was 62.3 % (6.23
(2.12)). Post intervention average was 79.2% (7.92(1.28)). Individual level change was assessed on
pre-and post-scores using paired t-tests and was determined to be p<0.001. Results demonstrated
statistical significance. Findings for the p value support the efficacy of the intervention for
improving self-management confidence. The additional two self-management questions (DSME_Q1
and DSME_Q2) also showed improvement after DSME intervention: DSME_Q1 pre-intervention
17(50%) vs Post-intervention 30(89%), p<0.001 participants answered yes to feeling comfortable
managing their diabetes. DSME_Q2 pre-intervention 16(47%) vs post-intervention 26(85%),
p<0.001 participants felt that they could lower their HbA1c. (Appendix J).
For evaluation of HbA1c, post intervention data was compared to the baseline data by
determining the mean with paired t-test and completing a chi square analysis in aggregate for
participants who met the goal of HbA1c < 8. Although findings met the objective (pre:16(47%),
post:22(64.7%), The chi-square analysis failed to demonstrate meaningful change (p=0.142). The
mean for the pre-intervention HbA1c was 8.82 (2.37) compared to post intervention 8.14(1.89).
Results of the paired t-test were statistically significant (p=0.042). Despite mixed results, it can be
inferred that the use of DSME may be beneficial for improved HbA1c control (Appendix J).
The SBP and DBP were collected at pre-intervention and 3-months post intervention.
Cumulative mean was calculated for each. SBP pre-intervention mean was 138.2mmHg (18.5)
compared to post-intervention mean 134.4mmHg (11.8), p=0.11. For participants with an SBP<140,
pre-intervention results showed 18 (53%) meeting criteria versus Post intervention results of
26(76%) participants, p=0.052. (Appendix J).
DBP pre-intervention mean was 81.5mmHg (8.59) compared to post intervention mean of
79.9mmHg (7.54), p=0.177. For participants with DBP < 90, pre-intervention results demonstrated
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26 (76%) participants meeting criteria compared to post-intervention of 29 (85%) participants,
p=0.35. (Appendix J).
Based on the findings, it can be inferred that the intervention did not prove to be significantly
beneficial for BP improvement within the 3-month time frame.
Baseline LDL was collected for each participant. Post intervention measurements were taken
3 months after intervention. Pre-and post-intervention percentages of participants with less than 100
LDL were calculated and compared; 10 (29%) vs 18(52.9%), p=0.049 respectively). The mean for
pre-and post-tests were calculated and compared (pre=121.5 (41.7), post=106.5 (36.5), p=0.017).
Although the goal was not met, statistical significant changes were observed suggesting beneficial
outcomes for LDL management with DSME intervention. (Appendix J).
Participants BMI was recorded pre-intervention and 3-months after intervention. The mean
for each was calculated to be 35.6 (9.16) pre-intervention and 35.4(8.9), p=0.273 3-months post
intervention. Based on the results, the objective was determined not to be met and no statistical
significance was observed. Based on the results, it can be determined that the use of DSME for
improved weight management among participants were not significantly beneficial. (Appendix J).
Discussion
Overview of Study
DSME intervention was implemented at this practice to determine its efficacy in 1) controlling
HbA1c and other related biomarkers including LDL, BMI, SBP/DBP, and 2) improving patient
knowledge. Given the characteristics of the DSME intervention and results, this tool demonstrated the
capacity to influence patient behavior and improve glycemic control greatly. Compelling aspects of
the intervention encompassed patient education for management, improved patient understanding of
their condition, and discussed the consequences of poorly managed diabetes. These aspects were
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reflected in the improved SKILLD survey, DSME_Q questions, and HbA1c control. For AA patients,
creating the atmosphere to have robust conversations that addressed practices tied to cultural
influences was also beneficial. Consequently, patients were more inclined to adopt healthier lifestyle
practices and seemingly take medications prescribed more consistently based on patient feedback.
Although not specifically targeted in this study, comprehensive culturally tailored DSME
sessions may yield higher efficacy in managing glycemic control and minimizing detrimental
biomarkers. Uniquely, most AA were privately ensured and lived mainly in Glenn Dale, MD which
annual income is above the national average (U.S. Census, 2017). Therefore, a major challenge for
management is not to be access to care, as traditionally thought with this demographic, but rather their
cultural practices and perception and relationship to healthcare. During the sessions, participants
indicated that many dietary habits stemmed from familial and community practices. Further,
agreeability to medication was often met with the fear of dependence or significant adverse health
reactions as opposed to its benefits. Colloquial experiences of friends or loved ones significantly
impacted many participants’ beliefs and inclination to terminate medication use inappropriately.
Engaging in objective conversations with sensitivity to this perspective facilitated trust, shared
decision-making, and ultimately improved medication compliance.
The 45-minute encounter, which is unique to the traditional time allotted for T2DM
management in this primary care setting, increased discussion time between providers and patients.
This time extension afforded more focus on answering questions and exploring strategies to maneuver
challenges often encountered when managing diabetes. Although additional time for patient visits may
not be feasible in all practice settings, it may be beneficial to offer other routes of continued
communication and education through options such as diabetes applications, patient portals, and
consultations with diabetic educators. In addition, the time advantage of this study allowed
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practitioners to discuss the significance of medication use which ultimately helped in adhering to
prescribed medication. This phenomenon was observed in medications used for glycemic and
cholesterol control. Further, intentional incorporation of patients into the plan of care development
fostered increased buy-in from participants and encouraged goal setting and achievement.
Improvement in HbA1c and LDL, were observed at the conclusion of the study. As discussed
previously, medication adherence appeared to play a significant role in this achievement. Lifestyle
changes also played a role in HbA1c and LDL improvement. Providers were able to construct realistic
goals by using SMART objectives (Centers for Disease Control and Prevention, 2015). These goals
often centered on specific time schedules for exercise, limiting the amount of sugary and alcoholic
drinks, meal prepping, habitual changes to avoid poor practices, blood sugar checks, and ideal blood
sugar targets.
Although favorable results were observed, the long-term effects of the study on these variables
are unknown. The literature review completed prior to this study suggested that there may be both
short-and long-term benefits after the intervention; however, most DSME studies are short in duration,
with very few focusing on the AA population (Abbott, Slate & Graven, 2019; Anderson et al., 2005;
Gaillard, 2015; Gathu, C. Shabani, J. Kunyiha, N., 2018; Lynch et al., 2019; Paz-Pacheco et al., 2017;
Pena-Purcell, 2015; Williams et al., 2014). More extended course studies would offer the opportunity
to observe the long-term impacts of these interventions. In addition to the benefits of a longer study,
ongoing diabetic self-management interventions may yield positive reinforcement and optimal selfmanagement skills. Reflecting these self-management approaches, a 2-year interventional study
researching the sustainable effects of DSME among AA adults with complimentary weekly Diabetes
Self-Management Support (DSMS) demonstrated positive results 1 year after intervention in key
biomarkers related to diabetes health (Tang, Funnell, & OH, 2012). At the one year follow-up, the
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study realized sustainable beneficial results in self-management skills such as diet (p<0.005) and
insulin adherence (P=0.047), glycemic control (p<0.001), total cholesterol (P<0.001), and LDL
(p<0.001). Serial DSME sessions may yield long-term benefits and sustainability. Therefore, patients
may benefit from continued diabetes self-management intervention sessions.
Objective goals were not met for weight reduction and blood pressure control. Sustainable
weight reduction and blood pressure were not observed in the systematic review completed prior to
this study. Weight reductions were observed in two of the studies included in the systematic review,
with one study demonstrating weight loss between 3-12 months after the intervention, however, weight
loss realized was modest (Williams et al., 2014). Several of the studies did suggest that patients
changed behavior had the potential to decrease BP. Given this, favorable outcomes may be realized
for these objectives if observed for a longer duration outside this study's parameters.
Implications for Practice and Recommendations
The implications and recommendations for practice are based on the success of the study’s
outcomes. This study supports the use of DSME for AA patients who receive care from primary care
clinics. This quality initiative resulted in beneficial primary and secondary outcomes, decreasing the
overall risk for micro and macrovascular incidents. This achievement supports the quality markers
used in the management of T2DM in primary care clinics (American Academy of Family Physicians,
2019). Although patient education is typically rendered in traditional visits, specific frameworks such
as DSME afford more structured and comprehensive education and learning opportunities (American
Association of Diabetes Educators, 2014).
Moreover, DSME supports tailored specific sessions which focus on individualized care
(American Association of Diabetes Educators, 2014). The ADA has discussed the significance of
patient-tailored education when managing chronic diseases and supports the use in practice (American
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Diabetes Association, 2017). Further, culturally specific education can strongly benefit the patient, as
demonstrated in the literature review and discussions had within this study (Abbott, Slate & Graven,
2019; Anderson et al., 2005; Gaillard, 2015; Gathu, C. Shabani, J. Kunyiha, N., 2018; Lynch et al.,
2019; Paz-Pacheco et al., 2017; Pena-Purcell, 2015; Williams et al., 2014). Improvement of
biomarkers can improve MIPS scores and other quality measures outlined by health institutions and
insurance organizations (American Academy of Family Physicians, 2019).
Given the findings of the study, I recommend the adaptation of culturally tailored DSME for
AA patients with T2DM into patient plans. Health care providers could complete DSME through
patient tailored visits or by other healthcare professionals such as diabetes educators or Nutritionists.
Implications for Health Care Policy
Traditional arguments about accessibility to healthcare may not fully represent the cause for
challenges met in the effort to obtain glycemic stability (Alvandi, 2016). However, significant shared
social determinants unify patients treated at the practice. These social determinants include social
cultural norms and racial experiences (Hill, Nielsen & Fox, 2013). Data suggest that AA have a
propensity to consume more unhealthy foods and exercise less compared to non-Hispanic Whites
(Satia, 2009). This holds consistent for populations in PG county which is predominately African
American when compared to Maryland (County Health Rankings, 2020).
The argument for value-based care is growing and stresses the need to meet standards of care
(Cauchi & Garcia, 2018). With the mounting cost of health care, efforts to minimize excessive
spending by controlling risk factors is imperative. The DSME intervention focused on individually
tailored patient education which was critical to patient changed behavior as it pertains to diet,
medication adherence and self-management. These changed behaviors may minimize the risk of
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hospital admission and excessive health care spending. Although health care cost is a burden, investing
in incentive programs may significantly decrease overall health care spending.
Given the significance of DSME and the current trend of poor health outcomes among AA
patients with T2DM, I recommend policy changes that support 1) Increased reimbursement for
healthcare facilities that perform DSME programs 2) Increase reimbursement for meeting quality
markers, and 3) Financial patient incentives for receiving DSME offerings and/or lowering related
biomarkers.
Implications for Executive Leadership
Implications for executive leadership center around systematic practice changes, including
integrating DSME learnings into patient plans. For practice change to take effect, leaders of
organizations must lead the effort to integrate DSME into patient protocols. The Iowa Model identifies
leadership's significance to unite organizations, foster team-based care, and provide the vision for
beneficial practice changes (Buckwalter et al., 2017). Further, the Centers for Medicare and Medicaid
Services and the Centers for Disease Control and Prevention support value-based care reimbursement
models, including mitigating risk factors such as uncontrolled diabetes (American Academy of Family
Physicians, 2019), (Centers for Medicare and Medicaid Services, 2020). As the healthcare industry
elevates prevention and patient outcomes, quality improvement will likely continue to guide
reimbursement guidelines. Given the financial incentives, organizations can benefit from
implementing systematic approaches of DSME protocols for patient care.
Implications for Quality and Safety
Prior to implementing the DSME program, data from the Merit-based Incentive Payment
System (MIPS) within the practice EHR indicated a large population of patients with T2DM whose
blood sugar was uncontrolled. Incorporating evidence-based practices to meet quality care metrics will
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improve the standard of care given to patients and therefore improve the quality of life and mitigate
deleterious outcomes. The DSME program has demonstrated its success in not only emphasizing
patient education, which is a tenant of quality care, but managing biomarkers that correlate with risks
of severe health incidents (American Academy of Family Physicians, 2019). Further, improved
quality of care will also decrease hospital readmission, which correlates with excessive healthcare
spending (Chow et al., 2012). Given the significance of this program, integrating DSME into care
plans can improve patient quality and safety.
Limitations
Several limitations existed in this study. The small sample size and timeline restrictions due to
the DNP program imposed limitations in the strength of the findings. In addition, the applicability of
the findings to all African Americans may be challenged given that the population derived from
residents of Glenn Dale, MD only. Participation bias may have also played a factor as those who
agreed to participate already held strong motivation to improve their diabetes management. Lastly,
unequal gender participation was observed in the sample, with women outpacing the males (23(68%)
vs 11(32%), respectively). Despite these factors, the summation of the study results provides a
compelling argument to further explore the effects of DSME among this population.
Integration and Sustaining Practice Change
Given the results of the study, the DSME has been incorporated into routine practice at the
private practice for type II diabetics. Policies and procedures for type II diabetic appointments have
transformed to emphasize DSME strategies. The Lead Investigator, PCP, and LMA has been critical
to ensuring the sustainability of this evidence-based practice.
Resources for diabetic education have been made available through automatic diabetes nurse
educator referrals as reimbursed by patient insurance. Referrals to diabetes nurse educators have
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been embedded into the protocols for T2DM management to support compliance. Providers will
also adjust patient visits to reflect reinforcement of key elements outlined in the DSME tool and
allow opportunities for patient questions. This adherence will be assessed per monthly staff meeting
along with required documentation reflecting education. Lastly, consideration for biannual seminars
for type II diabetes DSME seminars will be explored as another method to ensure the viability of the
intervention. Currently, the practice has completed one DSME seminar. The DSME seminar was a
provider/nutritionist led program which occurred weekly within the course of one month. Given the
research related to serial DSME courses, this approach may improve the efficacy glycemic control
and sustainability of changed behavior among participants.
Future Academic Studies
Given the lack of studies available on AA and DSME, future scholarships should focus on
identifying these patients in assessing efficacy among them. In addition, culturally tailored serial
DSME protocols should be strongly considered. Further, extending the timeline of future research
projects will illuminate the long-term effect of DSME programs which will guide future practice and
substantiate its efficacy.
Conclusion
DSME is a patient-centered education practice developed to educate diabetic patients on the
appropriate management of their glycemic control through lifestyle changes, diet education,
medication adherence, and understanding of the potential complications of uncontrolled diabetes
(American Diabetes Association, 2017). Complications of type II diabetes continue to permeate the
African American adult population leading to severe consequences impacting the quality of life and
the likelihood of mortality (US Department of Health and Human Services, 2016). The systematic
review conducted displayed high-quality moderate strength in the reduction of HbA1c secondary to
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DSME among African Americans. Moreover, this study also demonstrated efficacy in lowering
HbA1c as well as improving patient knowledge and decreasing LDL. Given these results, DSME
intervention can be beneficial in improving patient knowledge, glycemic control, and cholesterol.
DSME may not be sufficient in improving weight and blood pressure control; however, further
studies may demonstrate higher efficacy amongst these variables. DSME may be an effective tool in
decreasing specific risk factors for diabetic complications among African Americans. Further studies
will need to be completed to conclude the long-term efficacy of DSME
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Appendix A
SWOT Analysis Discussion
(Problem)

Strengths:
• Describe your organizational setting.
• What is your organization’s greatest strength?
• Do you consider your organization leadership team
strong? Why?
• What does your organization offer to its employees that
make it worthwhile to belong to your organization?
What’s in it for them?
• Are your colleagues active and engaged?
•
Additional strengths

(SWOT Analysis to identify a specific problem, list it here)

Internal
Setting: A private family medicine practice in the greater Washington area. The
practice was established by a family medicine physician which currently services
over 250 patients per month. Majority of patients treated identify as Black or
African American. Among patients treated in the practice, 34% are African
American adults with Type II diabetes.
Greatest strength: The organization is operated by a modest number of staff
members. Although this may perceive this as a weakness, the number of staff
affords us the opportunity to function more intimately and establish work place
bonds. As a result of this intimate work place, staff members are heavily involved
and engaged with changes that occur within the practice and often render ideas
and input. Given the culture of the environment, implementing new ideas and
strategies are likely to be well received. In addition, the practice has several
years of experience and resources available through professional relationships
with nutritionist, pharmacists, and several specialists which can be of benefit
when implementing the DNP project due to opportunities for consultation and
collaborative efforts. Given the diversity of the greater D.C. area, fluency in
Spanish has been a great asset as many of the patients treated reflect this
changing demographic. The practice’s inclusion of Spanish speaking staff
demonstrates their awareness and sensitivity of the community which will be of
benefit when proposing the project intervention which will reflect the present
needs of the community. Lastly in addition to the family medicine services
offered at the practice, the practice also provides alternative methods for acute
and chronic therapies such as acupuncture, meditation strategies, and nutritional
guides. The openness of the practice to address conditions through alternative
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(Problem)

(SWOT Analysis to identify a specific problem, list it here)

methodologies and their emphasis on nutrition makes the practice an optimal
candidate for change implementation.
Strong organization leadership: Yes, the practice has 3 major leaders; the
physician, the MA manager, and the office manager. These leaders have
demonstrated the ability to work cohesively and disseminate information
effectively. In addition to fulfilling their duties under their role, the leadership
team consistently involves staff in decision making and has created an
environment that is open to new ideas.
Employee incentives and retention: As previously stated, the practice exercises
inclusion staff in decision making and heavily considers their perspective when
considering operational change. The culture of the practice is a beneficial aspect
as each individual is treated with respect and promotes sensitivity to each
individual need. Compensation for staff is an additional initiative as wages are
competitive for many staff personnel.
Actively engaged: Give the unique dynamic of the practice, staff members are
actively engaged in the operations and functions of the practice. Continuous
communication is highly encouraged and opportunities to evaluate the practices
position in meeting objective are fluidly conducted at staff meetings.
Weaknesses:
• What is your organization’s biggest weakness?
• What can be improved?
• What necessary expertise / manpower do you currently
lack?
• Does your organization have adequate resources for
this project?
• Additional weaknesses

Internal
Largest weakness: Although the modest number of staff members have created
opportunities for intrapersonal relations and team building, tasks can be
overwhelming due to lack of manpower. This may pose challenges when
attempting to adopt changes within the practice.
Improvement: Addition of staff members could benefit the process of daily
operations and therefore improve patient experience. Health maintenance is a
priority of the practice as reimbursement is partly dependent on meeting quality
metrics. Addition of staff members can aide in meeting quality metric
documentation and monitor progress. Given the focus of the project,
improvement of health maintenance results as well as quality measures may be
improved.
Lacking expertise/manpower: The practice has served in the area for an
extensive period and has therefore appreciated a large number of patients. As a
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(Problem)

(SWOT Analysis to identify a specific problem, list it here)

consequence, patients have endured long wait times. The long wait times has the
potential to worsen with the DNP project and therefore strategies for seamless
implementation must be discussed.
Adequate Resources: The requirement of this project calls for practitioners, a
tool for monitoring outcomes, a diabetes educator, support staff, and an adequate
sample size. The practice has demonstrated the necessary criteria.
Opportunities:
• What is your organization’s greatest opportunity?
• What environmental trends might impact your
organization?
• What external changes or factors present interesting
opportunities?
• Additional opportunities

External
Greatest opportunities: Given the focus and roles of the practice (family
medicine), improvement of quality measures that address prevention and
management is an area of opportunity. In addition, the practice has begun the
process for providing telehealth services through Blue Cross Blue Shield. The
ability to provide services through this medium can aide in promoting wellness
and treating patients in a more accessible posture.
Environmental factors: Community trends heavily impact the focus of care as
certain needs grow or require more attention. An example of this would include
consequences secondary to the obesity epidemic. With the gradual incline of
obesity in PG county, conditions such as hypertension, hyperlipidemia, and
diabetes have become a focus for remediation
External factors: factors that influence the practice include the trend of
telemedicine as an alternative for treatment. In addition, the trend for quality
reimbursement has a significant impact on family medicine practices.

Threats:
• What is your organization’s biggest threat?
• What obstacles do you face?
• What are other organizations doing that yours is not?
• What challenges can be turned into opportunities?
• Are external economic forces affecting your
organization?
• Additional threats

External
Biggest threat: Family medicine practices face a lot of external threats partly due
to the independence of the organizations as well as new reimbursement
regulations placed by Medicare and Medicaid. Potential threats include mounting
administrative requirements, liability, and the practice’s ability to maintain
independence which is likely the largest threat to the practice
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(Problem)

(SWOT Analysis to identify a specific problem, list it here)

Obstacles: With the increase in patient volume, patient wait times and
overwhelming documentation has been a large hurdle to navigate through. In
addition, with the shift in reimbursement models, meeting administrative
documentations can cause a strain on the practice that maintains modest amount
of staff members. In conjunction with administrative requirements, the necessity
to meet quality metrics introduces more pressure and possible threats to the
viability of the practice.
Other organizations: Many practices face similar challenges, however, their
ability to reorganize patient flow and hire additional staff makes a significant
difference. In addition, many family medicine practices have been bought out by
large establishments affording greater access to resources and capital to grow.
Challenges into opportunities: Several opportunities exist to improve through
current challenges such as improved chronic care control, and improved patient
wait times.
Economic Forces: Reimbursement changes place a significant pressure to meet
and properly document/report metrics.
What needs to happen to ensure your organization’s
health and success?

In order to promote the vitality and success of the practice, the enterprise must
succeed in maintaining their current successful practices and continue to place the
primary importance on the health of the patient. This can be met by licensure
maintenance, patient focused care, and continued staff involvement with the
vision of the practice in mind. As healthcare continues to evolve, consideration to
best practices must be reviewed on an ongoing basis in order to promote quality
care and encourage best outcomes. The triple Aim of the Institute of Health Care
discusses improvement of population health as one of its aims (2020). In order to
support this aim, the family practice must make continued efforts to improve
challenging quality metric findings in order to be sustainable and support the
quality of life of patients treated. A focus on chronic care improvement
management strategies can yield marked improvement in patient outcomes as
well as reimbursement. Consideration of staff expansion can aide in fostering this
improvement. The DNP proposal may offer great improvement to MIPs
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(Problem)

(SWOT Analysis to identify a specific problem, list it here)

measurements and has the likelihood to be well received given the culture of the
practice, tools available, and resources
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Internal Origin

{Attributes of the organization}

External Origin

{Attributes of the organization}

SWOT Analysis Figure

•
•
•
•
•
•

Helpful

Harmful

To achieving the objective

To achieving the objective

Strengths

Weaknesses

Close knit staff
Spanish speaking staff members
Several years of experience in family medicine
Interprofessional relationships
Alternative treatment approach options through
functional medicine tactics
Electronic records and databases (MIPs, Health
Maintenance)

•
•
•

Opportunities
•
•
•

Quality measure improvements through health
maintenance goals.
Addressing chronic conditions and preventable diseases
prevalent in the area (i.e. hypertension, type II diabetes,
obesity, immunizations).
Pending tele-medicine services to reach chronic
patients.

Small staff available
Health maintenance challenges
Long patient wait times

Threats
•
•
•

Independence of practice (private practice vs health care
chain practices)
Other family medicine practices
Reimbursement changes
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Appendix C
DSME Intervention

1. General discussion on what Diabetes is
a. Visit utilized the definition from the ADA in patient conscious terms
b. Significance, ramifications
c. A brief discussion on how it targets African Americans disproportionally
2. Healthy diet
a. A brief discussion on how food affects glycemic levels
b. Emphasis on whole foods
c. Discussion on how fruits and vegetables are healthy with consideration of
glycemic values. Encouraged plant based diet practices.
d. Recommendations for Food planning and prepping.
e. Discussion on what meal prep plan worked for them in the past
3. Exercises
a. Discussed the importance of cardiovascular activity
b. Discussed recommendation for cardiovascular activities per the ADA
c. Recommendations for at-home activities or community participation with goal
setting.
4. Monitoring HbA1c and blood sugar
a. Discussed the significance of blood sugar -monitoring
b. Discussed how often blood sugar should be monitored according to ADA
c.

Discuss values and what it represents

d. Education on when to contact their provider
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e. Daily logging

5.

Medication adherence and strategies to remember
a. Discussed the significance of medication
b. Discussed potential side effect
c. Advised what to do if they cannot tolerate their medication
i. Discussed when to seek out emergency services
d. Discussed timing medication or setting reminders on phone
e. Encouraged incorporating family members (i.e. spouse, children) to support them

6. Problem-solving
a. Food strategies while traveling
b. How to plan when they are sick
c. Medication cost
7. Reducing Risks
a. Significance of Getting adequate sleep
b. Vaccination recommendation per the CDC (Centers for Disease Control and
Prevention, 2016).
c. Taking blood sugar as recommended
d. Encouraged patients on insulin, to have hard candy or oral glucose on hand
e. Significance of foot examination with demonstration
i. Avoiding nail salon tools to avoid injury and infection
f. Discussed Retinal screening
i. Resources for Ophthalmologist were given as needed

DSME PROPOSAL
8. Healthy Coping skills
a. Discussed sharing thoughts with providers or trusted family and friends
b. Discussion on mental health services available as needed
c. Encouraged positive self-talk by advising patients to remind themselves of their
progress and to stay positive
d. Recommended maintaining journal as needed
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Appendix D
Research Evidence Based Table
Table 2. Evidence Based Research
Citation (in APA Research Question/Aim Study Design Independent
format)
Variable(s)

Outcome

Sample size

Limitations

1.Anderson et al., To evaluate the impact

Diabetes Self-

-HbA1c

The study

-Volunteer bias -Level I Evidence

Management

-Additional: Lipids,

enrolled 239

2005

RCT/ pre-

of a DSME program

test/post-test

geared towards African

with repeated Education (DSME)

Americans with type 2

measures

blood pressure, weight, participants;125

Evidence Level & Results
Quality

High Quality

-Both the control and
intervention group displayed a
broad array of small-to-modest
positive changes during the six-

-selected participants self-management

were randomized

received a problem

behavior and

to a six-session

based patient

psychosocial

program and 114

education program

adaptation

were randomized

year follow-up period.

to the wait-listed

-HbAlc measurements decreased

control group

6 weeks post intervention (mean

week RCT.

diabetes

-improvements were maintained
or improved upon during the one-

8.74 to 8.34 P<0.001).
-Lipid levels decreased (mean 203
to 189 P<0.001)
-Blood pressure remained
unchanged, however readings
averaged within normal range.
-Weight mildly decreased (mean
201lbs to 199 lbs, P<0.027)
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Citation (in APA Research Question/Aim Study Design Independent
format)
Variable(s)

Outcome

Sample size

Limitations

Evidence Level & Results
Quality

2.Gathu, C.

This study sought to

Non-blinded

Individualized DSME HbA1c, SBP, DBP,

Participants

-limited contact -Level I Evidence

Shabani, J.

assess effects of DSME

randomized

intervention via

n=140

time (3hrs)

Kunyiha, N.

in addition to usual care. clinical trial

referral to a certified

Intervention

compared to

(2018)

By physicians over six

diabetes educator.

group (IG) n= 70 other effective

BMI

Good Quality

-Results reflect a six-month
follow-up.
-Out of the total participants, 96
patients (69%) had complete data
that were used for the final

weeks.

Comparison

DSME clinical

group n=70

trials of 10hrs.

analysis.
-No statistically significant

-Patients’ loss of

improvements were observed in

diabetes interest

HbA1c in either the IG or CG

-High drop-out

- Mean difference of 0.37 (95%

rate (31%).

confidence interval: -0.45 to

-Diabetes
educators were

1.19; p = 0.37).
-DSME also made no remarkable
change in any of the secondary

not supervised
outcome measures.

nor did they
distribute a post

- In this study, DSME did not

analysis of

show statistically significant

patient

improvement in glycaemic and

understanding

metabolic control
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Citation (in APA Research Question/Aim Study Design Independent
format)
Variable(s)

Outcome

Sample size

Limitations

Evidence Level & Results
Quality

3.Lynch et al.,

To determine whether a

Randomized

HbA1c, diabetes

A total of 211

-Unequal

-Level I Evidence

LIFE participants showed greater

2019

novel,

controlled trial Improvement through knowledge

participants

participation in

High Quality

A1c reduction than standard of

Lifestyle

culturally tailored

Food and Exercise

-Patients were

intervention vs

DSME intervention

(LIFE), a culturally

recruited in six

control

would result in sustained

tailored, 28-session

cohorts of 30 to

improvements in

community-based

40 patients each.

glycemic control in low-

intervention, focused

income African-

on diet and physical

American patients of

activity

care at 6 months (− 0.76 vs
− 0.21%, p = 0.03). but the
difference between groups was no
longer significant at 12 and
18 months (12 months − 0.63
intervention vs − 0.45

.

control, p = 0.52). There was a
decrease in A1c over 18 months
in both the intervention

public hospital clinics

(β = − 0.026, p = 0.003) and the

over a 12month period

comparison arm
(β = − 0.018, p = 0.048) but no
difference in trend (p = 0.472)

4.Peña-Purcell,

The purpose of this

A prospective, A culturally tailored

N. C., Jiang, L., exploratory study was to quasiOry, M. G., &

assess the efficacy of

Hollingsworth,

DSME program on

R. (2015).

-HbA1c

DSME program called -Additional: Diabetes

experimental “Wisdom, Power,
Control”

knowledge, self-

A total of 103

-Greater number -Level I Evidence/

participants were of female
recruited

participants

efficacy, diabetes self-

-low retention

diabetes knowledge, self-

care behaviors, and

rate

efficacy, self-care,

depression were

Good Quality

- At the post-test, participants in
the intervention group reported a
significantly higher level of
diabetes knowledge (Δ =
9.2%, P <0.0001), higher selfefficacy (Δ = 0.60, P <0.0001),
more self-care behaviors (Δ =
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Citation (in APA Research Question/Aim Study Design Independent
format)
Variable(s)

Outcome

Sample size

Limitations

Evidence Level & Results
Quality

distress level, and A1C in

measured at baseline

0.48, P <0.0001), lower distress

an African-American

and at the time of the

level (Δ = –0.15, P = 0.05), and

population

final survey.

higher health status (Δ = 0.49, P =
<0.0001).
-About 56% of the intervention
group completed all six classes,
and 25% attended five classes.
- Findings from this study
demonstrate the initial success of
translating a culturally adapted
DSME program into rural
African-American communities.
-83% retention rate in post
intervention group.
- Participants were assessed at
baseline, 6 weeks after the
intervention, and at a 3-month
A1C follow-up

5.Williams et al,. The purpose of this

Quasi

2014

Experimental designed to test the

study is to test the

interventional study

Primary: HbA1c

Thirty-two

-Attrition rate

African American -small sample

-Level II Evidence/

-A1C decreased, although not

Good Quality

significantly, from postintervention and 3-month follow-
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Citation (in APA Research Question/Aim Study Design Independent
format)
Variable(s)

Outcome

Sample size

Limitations

Evidence Level & Results
Quality

feasibility of conducting

effectiveness of the

Additional:

rural adults with

up: 8.0% to 7.6%, t(23) =

a community-based

“Taking Care of

cardiovascular risk

type 2 diabetes.

1.23, P = .22, and decreased

randomized controlled

Sugar" DSME

factors, and general

25 adults were

trial evaluating a

program for the 2-year physical and mental

retained and

culturally tailored

follow-up. Participants health. (BMI, lipids,

participated

community-based group

were selected from

diabetes self-

rural central Virginia.

further at 12 months (7.4%)
-BMI levels did significantly
decrease for participants over the

management education

knowledge)

first 3 months (8.5 at baseline to
38.0 P = .03). Further decrease
was noted at 12 months (37.4)

(DSME) program among
rural African Americans”

-Daily self-management actions
and level of exercise increased
significantly post intervention to
3-month follow-up: 2.12 to 3.10
(P = .007). This sustained
through month 12, although, the
most significant impact was
observed at 3 months.
-There were also significant
increases in diabetes knowledge 3
months post intervention
knowledge (0.6 to 0.7, P = .001)
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Citation (in APA Research Question/Aim Study Design Independent
format)
Variable(s)

Outcome

Sample size

Limitations

Evidence Level & Results
Quality

and another increase 12 month
post intervention, 0.8 (P = .001).
- similar improvements was seen
in participants’ attention to foot
care at 3 months(4.2 to 4.9 , P =
.013). this value increased to 5.7
(P = .001) at 12-month follow-up.
-Retention in the study was 78%
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Citation (in APA Research Question/Aim Study Design Independent
format)
Variable(s)

Outcome

Sample size

Limitations

Evidence Level & Results
Quality

6. Paz-Pacheco et The purpose of this study -RCT

-A1c

85 adults in the

-small control

-Level I Evidence/

is to assess the

-Patient performed

intervention group group compared High Quality

effectiveness of diabetes

diabetic foot

-70 within the

self-management

examination adherence control group

-Primarily

education (DSME) in a

-BMI

female

rural agricultural town.

-Waist to Height Ratio

participation

-Diastolic blood

-short follow up

reduction of 0.5%

pressure

period

-Control group had a 0.25%

al., 2017

-DSME

to intervention

-6-months post intervention
resulted in an overall lower
median HbAlc among the
intervention group compared to
the control group (6.45 versus
7.6%, P=0.01).

-Total Cholesterol

-Intervention group had a median

increase
-There were no significant
measurable changes in BMI.
-There were no measurable
changes observed among diastolic
pressure.
-Waist to Height Ratio was
greater in the DSME intervention
group for females than the control
group (median of 0.93 versus
0.88, P=0.02).
-There was a greater decrease in
Total Cholesterol in the
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Citation (in APA Research Question/Aim Study Design Independent
format)
Variable(s)

Outcome

Sample size

Limitations

Evidence Level & Results
Quality

intervention group compared to
the control group (-36.47 versus 7.88, P=0.0002).

7. Gaillard et al., To compare clinical and -RCT

-DSME Individual

2015

metabolic differences of
those receiving DSME
intervention vs usual care

-HbAlc

-Primarily

- Level I Evidence/

- significant reduction in A1C

didactic courses given -Random glucose

female

Good Quality

(8.2 ± 1.4% vs. 7.5 ± 1.5%, p =

at 1-2 week intervals. -lipids

Participants

-weight

-96

0.02)

-High attrition
-random glucose reduction (190.4

among African

rate
± 77.6 vs. 160.6 ± 59.8 mg/dl, p =
0.03)
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Citation (in APA Research Question/Aim Study Design Independent
format)
Variable(s)

Sample size

Limitations

Evidence Level & Results
Quality

Americans with type II

-No significant changes observed

diabetes in the inner city

in cholesterol or weight

8.Abbott, Slate & To study the effects on
Grave, 2020

Outcome

Cluster

culturally sensitive self- randomized

-DSME intervention
“Project POWER”

-diabetes knowledge

-146 African

-Did not evaluate -Level I Evidence

American Adults HbA1c and

help programs that focus control style

-75 independent

sustainability

on patient knowledge and

group

self-care behaviors

-71 control

- social
desirability bias
(desire to have
understood
more)
-Cross
contamination
between
participants (set
in a social
church setting)

within the community

High Quality

- intervention group participants
demonstrated significant
improvements (p < .001) in
diabetes knowledge
\
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Appendix E
Non-Research Articles
Table 3: Non-Research Articles
Article
#

Author &
Date

Evidence
Type

Sample,
Sample
Size,
Setting

Observable
Measures

Limitations

Evidence
Level
&Quality

Study findings that help answer the EBP Question

1

American
Diabetes
Association
2007

Nonresearch:
Clinical
guideline

n/a

HbA1c

n/a

Level
IV/High
Quality

-States that DSME/DSMES programs have the
capability to decrease HbA1c by 0.6% without
medication intervention
-references several studies that have demonstrated
efficacy in improved clinical outcomes
-Recommends implementation into emerging clinical
models and value based care models

2

American
Heart
Association
2015

Nonresearch

n/a

HbAlc, blood
pressure, weight

n/a

Level
IV/High
Quality

-Discuss most effective intervention to control
HbA1c among African Americans with type II
diabetes
-Supports patient involvement in management
through conservative methods such as exercise
-Supports the adoption of self-management strategies
to manage weight, blood pressure and blood sugar on
a daily basis

3

Tamara, T,
2020
AARP
(American
Association
of Retired
Persons)

Nonresearch

n/a

HbA1c,
glycemic
control, blood
pressure,
dietary
practices,
exercise

n/a

Level
IV/Good
Quality

-Recognizes the prevalence of heart disease among
African Americans and identifies diseases such as
type II diabetes as a contributing cause.
-Strongly recommends patient engagement and
participation in managing care.
-identifies changed behaviors towards diet and
exercise as a integral component in managing
diabetes
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Appendix F: Method Flow Chart
Meet
Criteria?
Establish
Criteria and
Inform team

No
Exclude from study

Recruit Participants
Yes

Introduce
Consent

Ye
s
Agree to
consent?

Exclude from study
No

Yes

Retrieve Labs

Yes
Labs
w/n
90days?

collect labs
No

Yes
90 day follow up:
1.Survey (Post)
2.BP&Labs

Begin DSME
intervention.
1. Distribute Survey
(Pre)
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Appendix G
Consent
Informed Consent for Participation in a Research Study
Title of Research Study: The Effects of Diabetes Self-Management Education among African
Americans
IRB Number: NCR202793
Investigator: Dr. Nancy Rudner, DrPH, APRN, GWU School of Nursing
Key Information:
You are being asked to take part in a research study about Diabetes Self-Management Education
(DSME) for African Americans with Type II diabetes. This page will give you key information
to help you decide whether or not you want to participate in this study. More detailed
information can be found on the next pages. Ask the research team questions during the consent
process, and use the contact information on this form to ask questions later.
WHAT IS THE PURPOSE, PROCEDURES, AND DURATION OF THIS STUDY?
The purpose of this study is to improve the quality of care by helping patients with type II
diabetes gain better understanding of how to manage their condition. In addition, this research
will help clinicians determine the effectiveness of this method of management. Education for
diabetes management is standard of care for all patients with type II diabetes but is often not
implemented in a systematic way or overlooked. Further, clinical understanding of the full
benefit of DSME focused visits among African Americans are limited. Through this research
intervention, diabetes self-management education will be provided systematically. In order to
gain better understanding and improve the care given at this practice, clinical outcomes such as
blood sugar, will be evaluated. Clinical outcomes evaluated will fall within standard of care. No
additional labs will be collected for the purpose of this study. Participants will be invited to
engage in a DSME centered visit. After the visit, traditional lab values will be reviewed and
compared to pre-encounter values. Your participation in this study will last about 3 months.

WHAT ARE THE REASONS YOU MIGHT CHOOSE TO VOLUNTEER FOR THIS STUDY?
1.
Improve blood sugar and overall health.
2.
Increase your understanding of type II diabetes.
3.
Learn methods to best manage your blood sugar.
4.
Contribute to the body of knowledge for effective methods in helping African Americans
with type II diabetes manage their blood sugar.
WHAT ARE THE REASONS YOU MIGHT NOT CHOOSE TO VOLUNTEER FOR THIS
STUDY?
Confidentiality, although minimal, is a risk of this study. Risks will be minimized by the
researchers through the use of two patient identifiers before engaging with you or discussing
private information. Additional methods to ensure your confidentiality includes the use of a
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password-protected computer desktop when reviewing information and using a password
protected email when communicating with you.
DO YOU HAVE TO TAKE PART IN THIS STUDY?
You do not have to take part in this research. It is your choice whether or not you want to take
part. You can agree to take part and later change your mind. If you choose not to take part or
choose to stop taking part at any time, there will be no penalty to you or loss of benefits to which
you are otherwise entitled.
WHAT IF YOU HAVE QUESTIONS OR CONCERNS?
The person in charge of this study is Dr. Nancy Rudner DrPH. If you have questions,
suggestions, or concerns regarding this study or you want to withdraw from the study please
contact the primary point of contact, Nkeiruka Muonagolu MSN, APRN, FNP-BC. Her contact
is: Muonagolun08@gwmail.gwu.edu. Contact for Dr.Rudner is: nrudner@email.gwu.edu.
This research is being overseen by an Institutional Review Board (“IRB”). You may talk to them
at 202-994-2715 or via email at ohrirb@gwu.edu if:
•
You have questions, concerns, or complaints that are not being answered by the research
team or if you wish to talk to someone independent of the research team.
•
You have questions about your rights as a research subject.

Detailed Consent Form:
Why am I being invited to take part in a research study?
We invite you to take part in this research study because you have been identified to benefit from
the intervention and fall within the criteria of the study:
1.
Adult African American 18 years and older
2.
Receive care for type II diabetes
Who can I talk to if I have questions?
If you have questions, concerns, or complaints, or think the research has hurt you, talk to the
research team at muonagolun08@gwmail.gwu.edu
This research is being overseen by an Institutional Review Board (“IRB”). You may talk to them
at 202-994-2715 or via email at ohrirb@gwu.edu if:
•
You have questions, concerns, or complaints that are not being answered by the research
team or if you wish to talk to someone independent of the research team.
•
You have questions about your rights as a research subject.
Why is this research being done?
There is compelling evidence that supports the benefit of DSME tailored visits for patients with
type II diabetes, however, our understanding of its benefits specifically geared towards African
Americans is limited. We are conducting this research to determine if DSME will be beneficial
among African Americans with type II diabetes. We hope that though this research, we will
improve the wellness of patients receiving care and contribute to our understanding of type II
diabetes management among African Americans.
How long will I be in the study?
We expect that you will be in this research study for 3 months
How many people will take part in this research study?
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We expect about 20-34 people will take part in the entire study.
What happens if I agree to be in this research?
1.
After gaining your permission to participate, we will schedule a DSME intervention date
for you based on your preferences.
2.
We will issue you a survey to take prior to the intervention to assess your level of
understanding regarding diabetes.
1.
SKILLD Assessment (with two additional questions)
2.
In addition to the 10 clinical questions (SKILLD Assessment), 2 questions will be added
to assess for self-efficacy improvement and confidence. Questions will include: "Are you
comfortable with managing your diabetes? Do you think you're able to lower your blood sugar?"
3.
The survey will be distributed through your patient portal or through email and stored in
a designated practice email folder
4.
information will not be accessible outside of the practice
3.
Pre-intervention laboratory and clinical data will be reviewed or ordered as standard of
care. These clinical data fall within the typical care you would expect to receive from your PCP.
Data includes:
1.
Limited Patient Demographic collection
2.
HbA1c, LDL, BP, waist-circumference (Primary and secondary outcomes)
3.
No personal patient information will leave the practice
4.
Begin DSME Intervention
1.
DSME focused patient visit
2.
Outside of traditional visits, no additional cost will be charged
5.
Collect Post-intervention measurements
1.
follow up in 3months for evaluation
2.
Traditional diabetes centered labs will be ordered and vitals will be competed
6.
Complete Data Analysis
1.
This will be completed by the research team
2.
No other action will be required
What happens if I agree to be in research, but later change my mind?
You may refuse to participate or you may discontinue your participation at any time without
penalty or loss of benefits to which you would otherwise be entitled.
If you decide to leave the research, please contact the research team so that they can exclude you
from the study. Removing yourself from the study will not impact the quality of care you
receive at the practice.
Is there any way being in this study could be bad for me?
The risks and discomforts associated with participation in this study are not expected to be
greater than those ordinarily encountered in daily life or during the performance or routine
physical or psychological examinations or tests.
What happens if I believe I am injured because I took part in this study?
You should promptly notify the research team in the event of any injury as a result of being in
the study.
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If you believe that you have been injured from taking part in this study, you should seek medical
treatment from GWU Hospital and/or the GWU MFA or through your physician or treatment
center of choice. Care for such injuries will be billed in the ordinary manner to you or your
insurance company.
You will not receive any financial payments from GWU, GWU Hospital and/or the GWU MFA
for any injuries or illnesses. You do not waive any liability rights for personal injury by signing
this form.
Will being in this study help me in any way?
We cannot promise any benefits to you or others from your taking part in this research. However,
possible benefits include improved blood sugar control, improved health outcomes, improved,
and increased knowledge in diabetes management.
.
What happens to my information collected for the research?
To the extent allowed by law, we limit your personal information to people who have to review
it. We cannot promise complete secrecy. The IRB and other representatives of this organization
may inspect and copy your information.
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Signature Block for Adult
By signing below, you agree that the above information has been explained to you and you have
had the opportunity to ask questions. You understand that you may ask questions about any
aspect of this research during the course of the study and in the future. Your signature documents
your permission to take part in this research.
_______________________________
Printed name of subject
_______________________________
Signature of subject

____________
Date
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Appendix H
Demographics
Table 4. Demographic and clinical variables
Characteristics
Gender
Male
Female

Value n(%)
11 (32%)
23 (68%)

Age at HbA1c Measurement (years)
18-39
40-49
50-59
60-69
>70

7 (20.5%)
5 (14.7%)
9 (26.5%)
9 (26.5%)
4 (11.8%)

Years of diagnosis of type II diabetes
<1 year
1-5 years
>5 years

3(8.8%)
9(26.5%)
22(64.7%)

Diabetes management
insulin
Oral medications
Both insulin and oral medications

2(5.8%)
25(73.5%)
7(20.5%)

Insurance Coverage
Medicaid Recipients
Non-Medicaid Recipients

7 (21.0%)
27(79%)

HbA1c
<8%
Equal or >8%

16(47%)
18(53%)
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Appendix I
Intervention on Study Variables
Table 5. Effects of intervention on study variables (Chi-Square analysis)
Pretest, n(%)
Posttest, n(%)
HbA1c < 8
16(47%)
22 (64.7%)
Systolic BP < 140
18(52.9%)
26(76%)
Diastolic BP < 90
26(76%)
29(85%)
LDL < 100
10(29%)
18 (53%)

Table 6. Effects of intervention on study variables (Paired t-test)
Pretest, mean(SD)
Posttest, mean (SD)
Survey Assessment
6.26 (2.12)
7.92(1.28)
Self-management Q1 0.50(0.51)
0.89(0.33)
Self-management Q2 0.47(0.51)
0.85(0.43)
HbA1c
Systolic BP
Diastolic BP
BMI
LDL

8.8(2.37)
138.2(18.5)
81.5(8.6)
35.6(9.1)
121.5(41.7)

8.1(1.9)
134.4(11.8)
79.9(7.5)
35.4(8.9)
106.5(36.5)

p values
p=0.142
p=0.052
p=0.354
p=0.048

p values
p<0.001
p<0.001
p<0.001
p=0.017
p=0.11
p=0.18
p=0.273
p=0.049
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Appendix J
Gantt Chart: Timeline
Table 7. DSME Natural Family Wellness
Tasks
Aug
Aug
Sept
3rd
7TH
30TH
2020
2020
2020
Phase 1: Preintervention
Task 1: Coalition
meeting-proposal
&budget
confirmation
Task 2: Coalition
meetingstrategies
Task 3: Identify
qualifying
participants
Task 4: Reach
out to
participants
Task 5: Obtain
patient
agreement
(Consent)
Task 6: Obtain
Pre-labs and
vitals
Phase 2:
Intervention
Task 1: Ensure
all consents are
received
Task 2: Obtain
SKLLD
assessment
Task 3: DSME
individual
encounters
Phase 3: Post
intervention

Oct
1th
2020

Nov
23rd
2020

Dec 4st Jan
2020
31th
2021

Feb 1st
2021

April
13th
2021
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Task 1: Obtain
SKLLD
assessment
Task 2: Obtain
all Post labs and
vitals
Task 3: Data
analysis
Task 5:
Disseminate
information
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